1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


FOR STATE 92144, MEDICAL EXAMINER'S CERTIFICATE OF DEATH N92ing 


HEALTH DEPT. | piace oF EAT 2, USUAL RESIDENCE (Where deceased lived, If Insitutfon: Resigence before odminion) 
o ¢ @, COUNT "bs 2, Coe 2 MN one Lé ( b. COUNTY ye / 


(w) b. CITY OR TOWN (it outside corporate lignite Ue ic A OF STAY IN Ib . CITY OR TOWN (fF outside oe limits, write RURAL ond give neares! town) 
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ond ging nearer! town) 


rel FiLleert Cn Loon. / pr ar 
1ddress) EET e. 1S RESIDENCE 


d. NAME OF ae INSTITUTION {If nol in hospftol, give str 
ON A FARM? 


artes & om) : f treo Koed H __|yesi]_NoD 


(Type or print) Ap thon gi f B v usar | Bear 


aoe 6. COLOR OR RACE |7. Corian (Never MARRIED $@)/ 8. es OF 9. AGE (i youn 


Ma d. ie Cohife wiooweo [J _—vivorceo [) )3- / og | Be” a) 


100. USUAL eek RG kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote 9r ; foreign country) 


at bale king lite, Aven if retired) Scat iW Ary Jew Are 


13. FATHER'S'NAME 14. MOTHER'S MAIDEN NAME 
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i? withty 72 haurs offer death. 
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th farm PM3, Page 5 may be re! 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Addcous 


Tei, 0, eF unknown) | UH yen, give wor or dates of service) cy cus WE & exensks LLi > TCP 1 Mp 
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1 TERVAL BEY 
18. CAUSE OF DEATH eos ‘only one couse perdtine for {0}, (b), ond ( IN TEVAL Oe men 


PART I, DEATH WAS CAUSED BY: 

; IMMEDIATE CAUSE (0) 2: 2 an . | 59m, 
+. YD. DUE TO 

Candiliure meme a etre oe 
gove rise !o immediote couvre ie 


(0), stoting the underlying DUE TO 
couse lost. {e) 


File 


Nem. 18. Give Pages 1, 


in 


PART 1), OTHER SIGNIFICANT CONDITIONS CONTRIB UTING Te ule) DEATH | BUT NOT RELATED TO’ THE TERMINAL DISEASE CONDITION GIVEN IN PART ae WAS auTORsy 


aici a 


RIMARY C] or CONTRIBUTING C) 


. EXTE erie CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part tl of item 18.) 
e 
ChUSE OF DEATH. 


ee ee eee . 
20c. TIME OF INJURY Month, Doy. Yeor —[20d. INJURY OCCURRED |70c. PLACE OF INJURY (Home, form, 1204. (City er town) (County) (Stote) 
Hour 6. m. While Nol while foclory, streel, office bldg., ore 
p.m. iL at work ot work 


21. U certify that | took chorge of the remoins described above, held an Autopsy ‘al Inspection Bef, Inquiry Bq. ond in my 
opinion deoth resutigd from: Noturol couses €}, Accident [7], Suicide [_], Homicide [7], Undetermined manner [] 
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Ing the word “‘pending™ in pencil 


4 should be farwarded ta the Chief Medical Examiner's Office alang 


TO FUNERAL DIRECTOR: Page 3 shauld be esed os ao burial-Iransit permit. 


MEDICAL CERTIFICATION 


ACTUAL DATE SIGNED 
SIGNATURES f MD. CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL EXAMINER [") §- -3/)- 6 y 

amen: 
ees Sick > DEPUTY MEDICAL EXAMINER [3d 
Zo. BURIAL, CREM. Xe) Vv ke 7728. LOCATION (City, Ranier Guay ~ (Siete) 


REMOVAL a: A b N 
: be WUduUrn , = ss 2 


23. FUNERAL a os 'S SIG! ADDRESS. 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Ufo 
alive ve lan Pes S06, 1808 EASTERN AVENUE | os SEP 5 
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ar its designated agent, priar ta buriot, cremotian, or removal, and in any 
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Pages 1 and 2 shauld be filed with 


@ within 24 @ death. Page 4 


After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 


page 3 shauld be detached far use as the burial-transit permit. 


lease remave carban papers. 


Then 


HYSICIAN: The law requires that the death certificate be e: 


ar attending physician. 
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the registrar prior to burial, cremation, ar remaval, and in any event within 72 haurs after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9915 CERTIFICATE OF DEATH Bee oan 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
a. COUNTY anviaitG 0. STATE b. COUNTY 
Howard Maryland Howard 7 
b. CITY OR TOWN {If outside carporate limits, write ¢. LENGTH OF STAY IN 1b. c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest tawn) 
Rural* Florence Years i Ryral- Florence 
d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR D2 2 ON A FARM? 
2, Woodbine i Rrp #2, ves [] NO 
3. NAME OF Fi jidd | 4. Di 
DECEASED ‘inst Middle Lost " Manth Day Year 
(Type ar print) Vernon E. Duvall peste August 2 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. ASEURsad t 
Male White ipoWeDiga  pWoRcED | Mare 21,1890 1 Cas 
11, BIRTHPLACE (State or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


100. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


Carpenter 


13. FATHER'S NAME 


Oath Duvall 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |1 
(Yes, ne, oF unknown) c yes, give wor or dotes of service) 


Florence, Md. USA 


14, MOTHER'S MAIDEN NAME 


Emma Hobbs 


SOCIAL SECURITY NO INFORMANT Address 


No =09= 
1B. CAUSE OF DEATH [Enter anly one couse per line for (0), {b), and (¢)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: CREE ANDIDEATH 


a LIMMEDIATE CAUSE (0 vy Occlusion with uy 
7 t fe mvETO Myocardial infarction 
Canditians, if any, which (b 5 s3 ized 


gove rise to immediote 
cause (a}, stating the under. ( DUE TO 
lying cause last. a) 


z Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. Nee Sus 
i 2 s 

$|_ 81d rheumatic mitral reoircitation since childhood ves 1] No] 
= | 200. ACCIDENT WAS UNDERLYING 1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part It af item 1B.) 

& FOR CONTRIBUTING 1 CAUSE OF DEATH 

© [UF EITHER, NOTIFY MEDICAL EXAMINER) 

& }20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (Cily ar town) (County) (State) 
5 Hour a.m. . While Nat while foctory, street, office bldg., etc.) | 

= p.m. lot wark [7] ot wark ! 


21. | certify that | attended the deceased fram.__Tox.-1.Q____ 119.61, to_-Ayc 29.___, 19.6 I that | last saw the deceased 


olive an_Aug 26 ,19___ 61, and that death accurred dit GOA M, fram the causes and an the date stated abave. 
a ADDRESS (Street, city ar tawn, state) DATE SIGNED 


VAL LoS F Vian phe aa > Main Street 8/29/61 


ACT 
SIGNATURE 


PHYSICIAN'S 
NAME (Type) 


22d, LOCATION (City, town, of caunty) (State) 


Florence, M 
24a. REC'D BY REGISTRAR ‘2db. REGISTRARS SIGNATURE 


pateAUG 31 '61 Crilun £ Kau 


23. Fl DIREQTOR'S SIGHy 


Lae re ADDRESS 
Damascus, Ma, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAN! 
0913 _ CERTIFICATE OF DEATH {} y PATE 


rd = = aie 
8 a ead DEATH 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before admission) 
2 eo; a, STATE b. COUNTY 
2 Howard a. ss MARYLAND 2 ks. [a 
= b, CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CIT IN (If outside corporete limits, write RURAL and give neorssi town) 
1 write RURAL end give neerest town) N i: 
S North Laurel. Rx Ed Pgs ears 4 ph. 
- Al 7, f . DI 
4, NAMB GREP SA! SHAFT RD. Ute! in hospi, ive strepf oddross) j, © STREET ADDRESS 1S RESIDENCE 
Laurel General Hospital Valencia Motel ves [] NOR] 


3. NAME OF First Middle test | 4. DATE Month Dey Yeer 


DECEASED 
Weeerein) EDWIN HENRY HILLEBRAND Beam! August 22 163, 
5. SEX «6, COLOR OR RACE| 7, MARRIED [dK] NEVER MARRIED [] | 8 DATE OF BIRTH 9. cr letiven ELUNE IF UNDERT YEAR| IF UNDER 24 HRS, 
inhdey) |Months| Deys | Hours | Min. 
Male ite wiowe[]  vivorceo[]| 28 dune 1897 eee ie Salle a | > 


Te. USUAL OCCUPATION (Give kind of work "| 12. CITIZEN OF WHAT COUNTRY? 


Tob, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 
done during most of working life, even if relired) 


@ be cxocute Pir 24 hours afte 


After this certificate has been signed by the attending physician and completely 
hould be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


Motel Clerk __ Motel ‘Biue Moulnd, Illinois | U. S.A. —__ 
P13. FATHER’S NAME | 14. MOTHER'S MAIDEN NA\ 
unknown | unknown 
ie WAS picEAgT a IN U.S, se FORCES? i 16. SOCIAL SECURITY NO. ] 17. INFORMANT Address = 
‘es, no, or unkown) yes give weror detes of service! 
no 5D1 07 5568 |Mrs. Edna P. Hillebrand Laurel, Maryland 
18. CRUSE OF DEATH [Enlor only one cause per line for (2), (b), end (c).] INTERVAL BETWEEN = 
PART |, DEATH WAS CAUSED BY: 
immeiate cause @) Arterdosclerotic Cardivascular Disease —___|unknowm —— 
ee 4 ‘} DUE TO 
Conditions, if eny, which (b) r . 


gave rise to immediele couse 
(¢}, steting the unde DUE TO 
couse last. to_ 


PART Il. OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO DEATH ‘BUT NOT RELATED TO THE TERMINAL “DISEASE E CONDITION ¢ GIVEN IN PART He) 


————s 
19, WAS A AUTOPSY 


f Health prior to burial, cremation, or removal, and in any event, within 72 hours after di 


DING PHYSICIAN: The law requires that the death cert 


= 
2 PERFORMED? 
§|__Uleer, duodenum, with repeated hemorrhage; cAasculi, rena? — 5 ESS el ONCH aE 
© [20a. ACCIDENT WAS UNDERLYING oO 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Pert | or Pert Il of item 18.) ) 
& | OR CONTRIBUTING (_ CAUSE OF DEATH 
© | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Dey, Year ‘2Dd. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 2Df, (City or town) ‘ (County) (Stete) 
= Rare eaves While __ Not While fectory, stree}, office bldg., Beh 
i) 3 ia 19 et work [_] et work 
eee 
@ co) & 21. | certify that (1) (this hospital) attended the deceased from... L.. January. e 1 10..92..Auguet-, Bl, that (1) (we) last 
< i 2 saw the deceased alive, ly. 2 Ob. |, from the causes and on the date stated above. 
a 
J 3&8 LA 220. SIGNATURE (i 22b. DATE 
ATTENDING MED, STAFF SI 
gi Aone ' mp. | PHYS. [A dinecror [J PHYs. [J 22 August 362 
Ss: oe ! 22e, PHYSICA ae ee ae a 22d. ADDRESS — a : 
> AMI ~ 
Beat? | we fee) Fy Richard Comton, M.D. _612 Mit Street, Lurel, Mde 
he 2 33 as SANA CREMATION, | 23b. DATE THEREOF 23c. NAME OF ‘CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Steta) 
mH oS Specify} eee 
° 3 ge 3 Buria: August 26, 1961 Michigan Cemetery (Michigan, North Dakota 
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aa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, a 


9244 CERTIFICATE OF DEATH SOG 


| 


&s $2 > == ———— = 
3 28 TifUNCE Orpeaee | 2, USUAL ‘RESIDENCE (Where deceesed lived, If Institution: Residence before admission). 
= : 
5 25 a Howard Pee i 5. STATES! “aryland ». COUNTY Howard 
= se | 
8 2£%e ————aa ae 8 EASE aN DE = 3 Bac ae — 
= —2ar b. CITY OR TOWN (if oulside corporete limits, ¢. LENGTH OF STAY IN Ib || ic. CITY OR TOWN (If oulside corporete limils, write RURAL and give nearest town) 
eee Sanaa s write RURAL ay nesrest town) | 2 * Savage Mg 
is Es 7¥ avage years 
— 9 a d, NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give streef address} | d. STREET ADDRESS — 1S RESIDING: 
Say . ON A FARM 
r § Guilford Read || Guilford Road vis | No [je 
Sita ys. “NAME OF | First Middle Lost 7 DATE Month Dey Yeer : 
3 287 I OF 
ag i 
g eae pect George Loy Ickes | DEATE August 15, 19 61 
4 Ses 6. COLOR OR RACE|7, sARRIED [~] NEVER MARRIED [7] | 8: DATE OF BIRTH |% Scie FUNDERS ERB: 
4 = | Months] Deys jours in. 
ano male white wipoweD [%} —vivorceD [] | Feb 22, 1882 |7g ys, | | | | 
eo: g i USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (County & Steto, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
fart jone during most of working life, oven, if retired) 
ad \U : | U 
5 etiredMachinist US Government Pennsylvania SA x 
o 13, FATHER’S NAME 14. MOTHER’S MAIDEN, obs 
5 Uniknewis nknown 
2 2 a 3 = 
5 ie WAS seat ee IN U.S. sa FORCES? | 16. SOCIAL SECURITY NO. | 17. MOMMA Address 
ie ‘es, no, or unkown lyesgive weror: wee) R 
= yea 7 Georgana Plotts Riverdale, . 


18. CAUSE OF DEATH [Ener only one couse per line for (e), (b), end (c).] Th sys! SETWEEN > 
ol ID, DEA’ 
PART I. DEATH WAS CAUSED 8Y: 
/ nee CAUSE (e)__ de | LOA a a me y ( 
é YS DUE TO 
Gerais. Want: am ts LO) Lote x th ( C 


gave risa to immediate ceusa 
(e), stating the underlying 


The law requires that the death certi! 


ied by the hospital or attending physician. 
DIRECTOR: After this certificate has been signed by the attending phys’ 


couse test, te 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 
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Z fe Fs PART It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tie)| 19. WAS AUTOPSY 
= 8 & PERFORMED? 
Gee 5 ves L] xo 
we 2 = ]20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert I or Pert Il of item 18.) oa 
Boos & | OR CONTRIBUTING L} CAUSE OF DEATH 
a 2 G Jif eITHER, NOTIFY MEDICAL EXAMINER)| 
oO 3 3 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, 20f. {City or town) (County) (State) 
a Fr ra Hicur Uae While __Not While fectory, street, affice bidg., etc.) | 

2.38 z pam 9 et work [_] et work I n 

¥ mt 21. I certify that (I) (this hospjtg!) attendgd the deceased from Jha, He. yy oe ee”: that (1) (eve) last 
eg 3 saw the deceased gi Bs ef KY.......19.G0.f and that death occured wipSalionge be causes and on the date stated above. 
i zee 22a, SIGNATURE ; : 5 ate ae 7 Rb. DATE 

5 o PHYS, [A birecror CO) Pays. [] % 

a & 22c. PHYSICIAN'S ‘22d. ADDRESS : - 

ees NAME {Type} 

a 
ams = = a ry - SS —— 
Ser 3 23a, BURIAL, CREMATION, 3b, DATE THEREOF | 23e. NAME OF CEMETERY OR CREMAT 23d. LOCATION [City, town or county) 

o Sy ‘ 
ot0s burYare” bug 17, 1961 | Ft Lincoln Cemetery | Colmar “anor, Md. pS 
ee my 24 Pe a sii UR H ADDRESS 25e, REC'D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 

iy 
15M 9/60 8s Sons ates ua = pare AUG 1 8 '61 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9215, CERTIFICATE OF DEATH Saxe ne VOUS 


\ 


ay 
3 1 Fuser CURES 2 Bat aes nena (Where deceosed lived. If institution: Residence before odmisst6n) 

my °. b. COUNTY | 
eS Howard she Maryland ‘baltimore 
3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

RURAL. ond give nearest Jown) ‘ 

Z Ellicott City ||_ Baltimore 8 
2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
a OR INSTITUTION C ray 2] ON A FARM? 
Poe Shaffers Convalescent Retreat 620Stevenson Road x ves] No 
5 1 743. NAME OF First Middle Lost 4. DATE Month Day Yeor 
3 (Type or print) "7 SAWIN DEATH August ok 19 61 
3 5. SEX 6. COLOR OR RACE |7. MARRIED [| NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In yeors 


lost birthdoy) [Months] Doys | Hours] Min. 


83 yts. 


11. BIRTHPLACE (Stote or foreign country) 


White WIDOWED [] DivorceD [] 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


@ witha "Q death. Page 4 


ned by the ottending physician and campletely filled in by the funerol director, 


5 
Paes 
a= 
a 
3 5 i Retired None Sudbury Mass 
g S25 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 8% 4 
8 Bee Mirian Sawin Sarah LL. Brow 
= 88 1, WAS DECEASED EVER IN U. 8. ARMED FORCES? [16. SOCIAL SECURITY NO, | INFORMANT Address 
i fas, 10, oF unknown) {It yes. give wor oF dotes of serview) 
s 2 : 
B pix No _| 021-1845073 | Willard Linfield ,620 Stevenson Lane,Balto. Md 
3 ips 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c)-] INTERVAL BETWEEN 
i SE PART I. DEATH WAS CAUSED BY: qT ( ( fi ‘ ie ee tas 
2 ad ne IMMEDIATE CAUSE (0) 4 Ss tasS , 
3 = s + | DUE TO 
= i> Conditions, if ony, which 
ra pe seh (b) 
3 Eo gove rise to immediote ( 
= Bic couse (0), stoting the under, ( DUE TO 
nea yi lost. a 
Sees ying couse lo: © 
Same ace ying) coursilests 
2285 5 4 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
SSaFs = 
clea Tees < Yes [] NO. 
eao 0d a 
= J = 
Fooas © [200. ACCIDENT WAS UNDERLYING [J__ |20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
ee ae & | OR CONTRIBUTING L] CAUSE OF DEATH 
geg2s G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstes & |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
528s a Hour o. m. While Nathalie foctory, street, office bldg., etc.) | 
moi sg Es p.m. 19 lot work (J ot work H 
eer ; 
@ 21. ! certify thgt | ottended the deceosed from. ae) LAL hem 19 Hult ae Bk Mt aoceg rah braee , 1A that | last sow the deceased 
28 ; ’ 
oo is 3 5 alive on____ fq Vis rt los DES i 6t ond thot death occurred of VSAN, from the causes ond on the dote stated obove. 
G2eos 5 
Ee Ove xX ADDRESS (Street, city or town, stote) SIGNED 
E> 2 
45050 ACTUAL Ss l Le Ahea— 
ape 85 / SIGNATURE Charles TM. . Tf 
sana 
£335 PHYSICIAN'S 
wegee NAME (Type) Craw ES SS DIN Gene oe A) een a ae 
& ag 2 ? Zo. BURIAL, CREMATION, 2b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Q 32 gs REMOVAL if ecify) Bu) 2-61 
a _Burial 1o— 
Sale 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY eet 2ab. REGISTRAR'S SIGNATURE 
’ 
Vs AIS (4 i 4 
15M 9/58" F.C.Higinbothom, Ellicott City,Md oare AUG 17 '61 Cthun Lf Kiara 


1 


FOR STATE 
mEAL TE DEPT. 
= o 


e 


jive Pages 1 


ecute the certificate, writing the word “pending” in pencil in Item 18. 
4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your fil 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Boarda Health, 


TO on This certificate should be executed within 24 hours 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE t, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH ays 
|. FLACE OF DEATH S215 , ~~ |] 2. USUAL RESIDENCE (Whare decoosed lived, If insiilulion: Residence bafore Hb 
SCQUNTY: a. STATE b. COUNTY 
_ Howard. sat MARYLAND 


b, CITY OR TOWN [if outside corporete limits, 


‘¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corpore! 
write RURAL and give neerest town! 


mits, writa RURAL end give neares! town) 


Ellicott City _____si| Washington p.c. 18 ) 2A 2 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospit ive street address) d. STREET ADDRESS IS RESIDENCE | a 
ON A FARM? 
_.... chester Road Es 1002 Rhode Island Ave. N.E. ves [] No[] 
3. NAME OF First Middle ‘Last “4, DATE "Month Dey Yeer 
DECEASED OF 
{Type or pant) e E DEATH A 19 


S 
If UNDER YEAR| 


5 “SEX 6. COLOR OR RACE) 7, marRieD [~] NEVER MARRIED DD| & DATE oF sintH 19. AGE {in years TF UNDER 24 HR: 
las bith dey) nog. Deys | Hours | Min. 
Female Colored | woowmg)]  ovorceo |] [May 26,T8BEE 1866 | 195 3. | 


fe USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Home. 


13, FATHER’S NAME 


Samel Anderson 
) 15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
[¥as, no, or unkown) | (Ifyes givawaror dates ofservice) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) "| 12. CITIZEN OF WHAT COUNTRY? 


Richmond Va. 


14. MOTHER'S MAIDEN NAME 


_Unknowmm _ 


16. SOCIAL SECURITY NO.| 17. INFORMANT — Address 


lberta Wilson, Tichester Rd. Ellicott City,Md 


ee eS 


18. SE OF DEATH Tl INTERVAL ‘Niven 
PART |, DEATH WAS CAUSED BY: . Seen Rae 
IMMEDIATE CAUSE (a) ____ Coronary Occlusion es = 5 —— Instant 
4+ /} DUE TO 
Conditions, if eny, whiel tb) = &. = * . ae = = 


(e) 


PART I. OTHER SIGNIFICANT CONDITIONS ¢ 


ITRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ci NDITION GIVEN IN PART 1e}| 19. WAS AUT FS 
R ED’ 


20e. EXTERNAL CAUSE WAS _ W INJURY OCCURED. (Enter nature of injury In Part tor Part Il of item 18, ) 
PRIMARY [] or CONTRIBUTING [} 


CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Dey, Yeer 
Hour a.m, 


20s. PLACE OF INJURY (Homa, farm, | 20f. (City ortown) —~—=—« (County) ~ (Stale) 
factory, street, office bldg., atc.) | 
1 


20d. INJURY OCCURRED 
While Not While 


a 1” work [_] at work [_] 
21. I certify that | took charge of the remains described above, held an Autopsy Oo Inspection ray Inquiry val 
death resulted from: Natural causes fi. Accident fal. Suicide im) Homicide oo Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 


i) s 3 hy 
ACTUAL : rn “3 
eacaiiee ( bh ap $ s bring Bhs, D,,. ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 


DEPUTY MEDICAL EXAMINER] 
EXAMINER’: 
NAME tyes) Charles Sz = Address (Sireat, city, town, or county) 822-61 © 


MEDICAL CERTIFICATION 


and in my opinion 


2a. BURIAL, CREMATION, 22b. DATE THEREOF | 9p. NAME OF CEMETERY O) foetal? 22d. LOCATION (Clty, town, of country) 
REMQVAL (Specify) 1V a 
4 6-6 al 
‘ADDRESS 24a, REC'D BY REGISTRAR '/24b, REGISTRAR’S SIGNATURE 
bILK St loo mero! + ery 


La 


ao 


@ evithiniaa oe eoth. fage4 


HYSICIAN: The low requires thot the deoth certificote be e: 


TO vos Me ATTEND: 
moy be retained by the hi 


onl 


irector, 


Poges 1 ond 2 shauld be filed with 


or removol, ond in ony event, within 72 hours ofter death. 


d completely filled in by the funerol 


Then pleose remove corbon popers. 


ian. 


-tronsit permit. 


the Stote Board of Health prior to buriol, cremotion, 


Eprol or ottending physic 


TO FUNERAL DIRECTOR: After this certificote has been signed by the ottending physicion on: 
page 3 should be detoched for use os the buriol- 
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9217 CERTIFICATE OF DEATH NY2ing 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admi 
MARYLAND 9. STATE Yi b. COUNTY 


c. LENGTH OF STAY IN 1b Cm OR TOWN (If autsidé cor 
ty 
EZ Zz : é 


nat in haspital, give street address) d. STREET ADDRESS 


1, PLACE OF DEATH ian) 
9. COUNTY 


b. CITY OR TOWN (IF outside cor 
PURAL and give town) 


4 4 - b 


d. NAME OF HOSPITA! 
OR INSTITUTION 


rote limits, write 
s 


te limits, write RURAL and give neardst town) 
7 


e. 1S RESIDENCE 
ON, A FARM? 


= no [] 


3. _— fT First Middle Lost 4 eee Month Year 
Pete LAW) E Peau. WEST | mm / F ol 
5. SEX 6. COLOR OR RACE |7. Lhe ER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yes [IFUNDER 1.¥€AR| IF UNDER 24 HRS. 

lost birtha ) [Months] Days | Hours Min. 
P WIDOWED ee pivorceD [] Lea. yrs. 
10a. USUAL OCCUPATION (Give }jnd of wark done] 10b. KIND OF oy INESS OR INDUSTRY 11, BIRTHPLACE (Stote or foreign ntry) 12. CITIZEN OF WHAT COUNTRY? 


during ee life fen if retired) 


ZS. A 


KH YZ 


OD OE sae) ? MOTHER'S MAIDEN NAME 
es he F 
YO7 Z- 


15. Wi POBGi SHEEYER IN U.S. ARMED FORCES? }16. porte. SECURITY NO. |17. INFORMANT 
ives, known] | {IF yes, give wor or doles of servica) 


1B. CAUSE OF DEATH [Enter only ane couse per line far Leer (b), and ( 
_ |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 
3 2 eN x DUE TO 
Awhich 


INTERVAL BETWEEN 
ONSET AND DEATH 


Conditions, if any, i cy ( h % f L Ae 
gave rise ta immediate 

couse (0), stoting the under. ( PUETO 

lying couse last. (e) 


a Paar Il, OTHER SIGNIFICANT CONDIRONS CONTRIBUTING/TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)]19. WAS AUTOPSY 
< ves] Nol) 
& [20. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part It af item 18.) 
ts OR CONTRIBUTING [ CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town} (County) (State) 
a Hour o. m. ‘e While Not while factory, street, office bldg., etc.) | 
= p.m. lat wark [] at work [7] 1 
5 . z 9 7 
21. | certify that (I) (this hospi attended the € sed fram. Ll! eM é  Shey to Z. 9 _____, 19SL_, that (I) (we) last 
saw the deceased alive_an. : ae. / that death accurred “33 , fram the cauges and an the date stated abave. 


Tc. PHYSICIAN'S Zd. ADDRESS. 


mem’ Hy WARD = WAbh | SYKEWIALE MD 
230. BURIAL, CREMATION, . oa [-G/ 23c. NAME OF CEMETERY OR 23d. LOCATION (City, ar county) (Stote) 
Lcd. lot 6 onb 


OVAL (Ses 
25a. REC'D B’ GISTRAR 5. RI he ‘Ss ae ee 
ba YJ 4 ‘ 
UY, pare AUG '6! ic 


2a. SI WRG Sed ZEEE. 
ATTENDING ED. STAFF Z p 
a Z e Zs Dl M.D. | PHYS. Director C] PHYS. O ot fu 


DIRECTOR’ 5-4 
i) ly. aj 


